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o n genital aneurysmal dilatation of the left atrial append-
age is a rare lesion that can commonly be associated with
supraventricular arrhythmias, life-threatening systemic
embolization, and severe congestive heart failure.1 We
eport here the case of a 37-year-old man who underwent resection
f a giant aneurysm of the left atrial appendage through a limited
eft thoracotomy without the need for cardiopulmonary bypass
CBP).
linical Summary
37-year-old man was told as an adolescent that he had an enlarged
eart. He recently sought medical evaluation after reading in the
opular press about the death of two young athletes. At the time of
resentation he was asymptomatic, and results of his physical exam-
nation were unremarkable. An electrocardiogram demonstrated sinus
hythm with frequent premature atrial contractions and left atrial
nlargement (Figure E1, a). An echocardiogram showed an echo-
ucent structure measuring 3.6  5.4 cm adjacent to the base of the
eft ventricle, with mild extrinsic compression of the ventricle. A chest
-ray film demonstrated a convexity to the left heart border (Figure 1,
). Magnetic resonance imaging showed a left atrial appendage mea-
uring 7.2  9.3  6 cm. A computed tomographic angiogram
evealed no evidence of coronary artery disease and confirmed the
resence of the aneurysm without evidence of intraluminal thrombus
Figure 1, b). The patient was started on atenolol and warfarin sodium
Coumadin) and was referred for surgery.
The surgical approach was a muscle-sparing, limited left lateral
horacotomy through the fifth intercostal space. A limited longi-
udinal pericardiotomy revealed an 11-cm, thin-walled aneurysm
f the left atrial appendage (Figure 2, a). The aneurysm neck had
normal-sized opening into the left atrium. Intraoperative trans-
sophageal echocardiography confirmed the absence of clot within
he aneurysm. An atrial clamp was placed across the base of the
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ion of the left atrial
ppendage to the left
trium. Clamping resulted in immediate resolution of the atrial
rrhythmia. The aneurysm was excised and the atrial appendage
ase was closed in two layers with continuous polypropylene
uture (Figure 2, b ). The patient was extubated in the operating
oom, had an uneventful hospital course, and was discharged
ome on the third postoperative day. At the time of discharge
he electrocardiogram demonstrated normal sinus rhythm (Fig-
re E1, b) Pathologic examination demonstrated an atrial wall
ith marked thinning and fibrosis, consistent with an aneurysm
f the atrial appendage.
iscussion
ultiple surgical approaches have been used for management of
neurysms of the left atrial appendage, including median sternotomy
ith or without CPB,1-3 left thoracotomy,1 and minimally invasive
ndoscopic resection.4 It has been suggested that aneurysmectomy
ided by CPB is a safer surgical method for this anomaly.2 However,
n the absence of a broad-based aneurysm neck or thrombus within the
neurysm sac, both of which conditions would require extracorporeal
irculation, a lateral thoracotomy without CPB can be used for resec-
ion. The latter is a less invasive open approach with improved
xposure, because it allows for entry into the chest directly overlying
he aneurysm. In contrast, medial retraction of the pulmonary artery
or clamp application is required through a median sternotomy.1
ased on their historical use for closure of the nonaneurysmal left
trial appendage, surgical staplers have been used for aneurysm re-
ection to minimize the cardiac manipulation required to gain expo-
ure through a median sternotomy.3 However, when resection is
arried out in the absence of CPB, given the thinned, fragile walls of
hese aneurysms, our preference is for clamp application with full
xcision and oversewing in lieu of stapling. Finally, although mini-
ally invasive endoscopic resection has been previously reported for
neurysm resection,4 the latter entails an overly complicated surgical
pproach that still requires the need for both CPB and a minithora-
otomy.
The diagnosis of aneurysms of the left atrial appendage can be
uggested by radiologic examination consisting of a plain chest x-ray
lm. However, preoperative assessment of the location of the aneu-
ysm in relation to the coronary arteries, as well as the pulmonary
eins, can be visualized with magnetic resonance imaging or com-
uted tomography.5 Furthermore, preoperative cardiac computed to-
ographic scan can evaluate potential clot burden within the aneu-
ysm, as well as assess atherosclerotic changes in the coronary
rteries, obviating the need for cardiac angiography. When a less
nvasive surgical approach is being used, such as a limited lateral
Dr Vagefi and Dr Hilgenberghoracotomy, transesophage
h 2007al echocardiography can serve as a useful
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Brief Communicationsntraoperative adjunct by further delineating the relevant anatomy in
eal time.3
Resection of an aneurysm of the left atrial appendage through
limited left thoracotomy allows for a simplified, safe approach to
igure 1. a, Posteroanterior film of the chest demonstrated a
light convex bulge to the upper portion of the left heart border.
, Three-dimensional computed tomographic angiogram of the
hest demonstrated a large aneurysm of the left atrial appendage
ith no thrombus.neurysm resection that avoids the need for CBP.
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8Figure E1. a, Preoperative electrocardiogram (lead II). b, Postoperative electrocardiogram (lead II).23.e1 The Journal of Thoracic and Cardiovascular Surgery ● March 2007
